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National, State, and Urban Area Vaccination Coverage Among Children 
Aged 19-35 Months — United States, 2004 


he National Immunization Survey (NIS) provides 
vaccination coverage estimates for children aged 19-35 months 
for each of the 50 states and 28 selected urban areas.* This 
report summarizes results from the 2004 NIS," which indi- 
cated nationwide increases in coverage with at least 1 dose of 
varicella vaccine (VAR), pneumococcal conjugate vaccine 


PCV), and the 4:3:1,° 4:3:1:3:3,° and 4:3:1:3:3:1** vaccine 


series. These levels represent an important accomplishment 


by exceeding for the first time the Healthy People 2010 goal of 
t t t 


> 


80% coverage for the 4:3:1:3:3 vaccine series. 

lo collect vaccination data for age-eligible children, NIS 
uses a quarterly random-digit—dialing sample of telephone 
numbers for each of the 78 survey areas. NIS methodology, 
including the weighting of responses to represent the entire 
population of children aged 19-35 months, has been described 


previously (/). During 2004, health-care provider vaccina- 


tion records were obtained for 21,998 children. The overall 


survey response rate for eligible households was 67.4° 





National coverage estimates increased from 2003 to 2004 
for two of the more recently implemented vaccines, VAR and 
PCV (Table 1). Coverage estimates for all other vaccines were 
not substantially different from 2003 to 2004. For the com- 
bined vaccine series 4:3:1, 4:3:1:3:3, and 4:3:1:3:3:1, national 
coverage increased from 2003 to 2004 (Table 1). 

However, as in previous years, estimated vaccination cover- 
age levels still varied substantially among states (Table 2). 
Estimated coverage with the 4:3:1:3:3 series ranged from 
89.1% in Massachusetts to 68.4% in Nevada. Coverage also 
ranged substantially among the 28 urban areas. The highest 
estimated coverage among the urban areas for the 4:3:1:3:3 
series was 89.7% for Davidson County, Tennessee, and the 
lowest was 64.8% for El Paso County, Texas. 

Reported by: NV Darling, MPH, T Santibanez, PhD, J Santoli, MD, 
Immunization Sves Div, National Immunization Program, CDC. 

Editorial Note: The findings in this report indicate that, for 
the first time, vaccination coverage (80.9%) for the 4:3:1:3:3 
series exceeded the Healthy People 2010 goal (objective 14-24a) 
(2) to increase to at least 80% the proportion of children aged 
19-35 months who receive all vaccines recommended for 


universal administration for at least 5 years. Beginning with 
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Propose d 


next year’s report on the 2005 NIS, the series measure 
4:3:1:3:3:1 (76.0% in 2004) will be used to evaluate progress 
toward the Healthy People 2010 goal because, beginning with 
the survey cohort, varicella vaccination will have been recom- 
mended for universal administration for 5 years. 

The vaccination coverage levels described in this report are 
notable given shortages in the supplies of several vaccines dur- 
ing 2001-2004. For example, DTaP shortages persisted for 
more than | year, beginning in March 2001 and resolving by 
July 2002. Shortages for PCV also began in mid-year 2001 
and ended in May 2003, only to become short again in early 


> 


2004; the PCV shortage ended in September 2004 (3-5). 
Because vaccine supply shortages are likely to reoccur (6,7), 
as evidenced by the shortages of influenza vaccine during both 
the 2003—04 and 2004—05 influenza seasons (8,9), and strat- 
egies to manage vaccine supply are needed. 

lhe findings in this report are subject to at least three limi- 
tations. First, NIS is a telephone survey; although NIS results 
are weighted to make them representative of all children aged 
19-35 months, these statistical adjustments might not fully 
represent all the complexities of the survey (e.g., accounting 
for nonresponse and households without telephones). Second, 
NIS uses provider-verified vaccination histories and 
assumes that coverage among children whose providers did 
not respond is similar to that among children whose provid- 


ers did respond; thus, incomplete reporting might have 


resulted in underestimates of coverage. Third, although 


national estimates are precise (/0), estimates for states and 
urban areas should be interpreted with caution because of wider 
confidence intervals. 

NIS is routinely used to monitor vaccination status among 
preschool-aged children; however, NIS could be expanded for 
measuring vaccination coverage among other age groups and 
for newer vaccines as they become licensed and recommended. 
In a 2004 pilot study, NIS was used to estimate vaccination 
coverage among adolescents; analysis of these data is ongoing. 
In 2003 and 2004, another expansion of NIS, the 
National Adult Immunization Survey (NAIS), was used to 
assess influenza and pneumococcal polysaccharide vaccination 
coverage and reasons for nonvaccination among adults aged 
>50 years. In 2004, NIS began measuring influenza vaccina- 
tion coverage among children aged 6—23 months. Several vac- 
cines are newly recommended for various age groups (e.g., 
meningococcal conjugate [{MCV4}] and tetanus, diphtheria, 
and acellular pertussis {Tdap] vaccines) with several others 
likely to be licensed in the near future (e.g., measles-mumps- 
rubella-varicella [MMRV], rotavirus, human papillomavirus 


[HPV], and zoster vaccines). These developments underscore 
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TABLE 1. Estimated vaccination coverage among children aged 19-35 months, by selected vaccine and dosage — National Immunization 
Survey, United States, 2000-2004 


2000* 20011 20028 20031 2004** 
Vaccine (95% Citt) % (95% Cl) % (95% Cl) d (95% Cl) % (95% Cl) 
DTP/DT/DTaP§§ 
>3 doses 94.1 (+0.5) 94.3 (+0.5) 94.9 (+0.6) (+0.5) 95.9 (+0.5) 
>4 doses (+0.8) 82.1 (+0.8) 81.6 (+0.9) (+0.8) 85.5 (+0.8) 
Poliovirus (+0.6) (+0.7) 90.2 (+0.7) (+0.7) 91.6 (+0.7) 
Hib" >3 dose (+0.5) (+0.6) 93.1 (+0.6) (+0.6) 93.5 (+0.6) 
MMR*** >1 doses (+0.6) (+0.6) 1.6 (+0.7) (+0.6) 93.0 (+0.6) 
Hepatitis B >3 doses (+0.6) (+0.7) 89.9 (+0.7) (+0.6) 92.4 (+0.6) 
Varicella >1 dose (+0.9) (+0.8) (+0.9) (+0.8) 87.5 (+0.7) 
Pcyttt 
>3 doses - (+1.1) (+1.0) 73.2 
-4 doses - — (+1.0) 43.4 
Combined series 
4:3:1 77.6 78.6 (+0.9) (+0.9) 83.5 
4:3:1:3 76.2 7 (+0.9) (+0.9) 82.5 
4:3:1:3:3 72.8 73 (+0.9) ] (+0.9) 80.9 
4:3:1:3:3:1711 54.1 (+1.0) : (+1.0) 
* Born during February 1997—May 1999 
' Born during February 1998—May 2000 
Born during February 1999—May 2001 
Born during February 2000—May 2002 
** Born during February 2001—May 2003 
' Confidence interval 
Diphtheria, tetanus toxoids and pertussis vaccines, diphtheria and tetanus toxoids, and diphtheria, tetanus toxoids and any acellular pertussis vaccine 
"Haemophilus influenzae type b vaccine 














NO OCW O — 
owurt ON 





*** Measles-mumps-rubella vaccine 

"TT Pneumococcal conjugate vaccine 
-4 doses of DTP/DT/DTaP, >3 doses of poliovirus vaccine, and >1 dose of any measles-containing vaccine 
4:3:1 plus >3 doses of Hib vaccine 

***4:3:1:3 plus >3 doses of hepatitis B vaccine 


tA 


'T4:3:1:3:3 plus >1 dose of varicella vaccine 


the importance of survey systems such as NIS in monitoring General Accounting Office. Childhood vaccines: ensuring an adequate 


. . . suppl SES i ig challenges. Washing DC: Ge | 

UpPDIY of ntinuin na neg ° asnington, - nera 
new vaccine implementation, which in turn can provide valu- ite pane tone OE fold iat ei 
Accounting Office; 2002. Av uilable at http://www.gao.gov/new.items 
d02987.pdt 


References 7. National Vaccine Advisory Committee. Strengthening the supply of 


able information for enhancing vaccine uptake. 


| 
1 the National Immunizatior ommendations from the National Vaccine Advisory Committee. JAMA 
2003:290:3 122-8 


; 
Smith P], Battaglia MP, Huggins VJ, et Overview of the sampling routinely recommended childhood vaccines in the United States: rec 


vices. Healthy people 2010 CDC. Flu activity: reports and surveillance methods in the United States; 


nalsle saad gietmestees Con weekly surveillance reports. Available at http://www.cdc.gov/flu. 
US Department of Health CDC. Updated interim influenza vaccination recommendations 
2004-05 influenza season. MMWR 2004;53:1183—4. 
SEN Ere ne ene ae 10. Smith PJ, Hoaglin DC, Battaglia MP, Barker LE, Khare M. Statistical 


1ird and fourth dos methodology of the National Immunization Survey: 1994-2002 


Hyattsville, MD: US Department of Health and Human Services, 
National Center for Health Statistics; 2005 
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TABLE 2. Estimated vaccination coverage with 4:3:1,* 4:3:1:3,1 4:3:1:3:3,8 and 4:3:1:3:3:11 series among children aged 19-35 
months, by state and selected urban area — National Immunization Survey, United States, 2004 


4:3:1 4:3:1:3 4:3:1:3:3 4:3:1:3:3:1 
State/Area (95% Ci**) (95% Cl) (95% Cl) % (95% Cl) 
United States (+0.9) (+0.9) (+0.9) 76.0 (+1.0) 




















Alabama (+5.7) (+6.2) (+6.2) 80.1 (+6.3) 
Jefferson County 3 (+6.5) 3 (+6.6) 6.7) 81.1 (+6.8) 
Rest of state R¢ (+6.6) 2.9 (+7.2) (+7.2) 79.9 (+7.3) 

Alaska 78 (+6.4 (+6.5) (+6.6) 66.4 (+6.9) 

Arizona 3 (+4.( 81.0 (+4.1) (+4.2) 73.0 (+4.5) 
Maricopa County 5 § ( (+5.2) / 5.4) 72.3 
Rest of state 2. +6.4 3 (+6.4) (+6.5) 74.3 

Arkansas ‘ (+5.9 8 (+5.9) 2.4 (+6.3) 

California 8é (+3.2) (+3.3) : 3.4) 78.6 
Los Angeles County } +5.1) s (+5.3) 1 +5.5) 76.6 


San Diego County 80.0 5.4 9.5 (+5.4) 77.2 E 74.3 


@ 


+ 


+ 


9) 
3) 
5) 
8) 
8) 
6) 
3) 


H 


i+ 
aowoao oi 


H+ 


+ 
wo 


Santa Clara County 88 4.7 (+4.7) B4.6 +§ 79.9 
Rest of state 84 £ (+ B3.¢ (+4.9) 
Colorado 0 +5.£ (+5.8) 


r 


I+ + 
on 


H 


+ 
anann uo 


vonnecticut 
Delaware 

District of Columbia 
Florida 


+ H 


+ 
? 
Ww 


Miami-Dade Count) 


“Sw OO 


Duval County 


Rest of state 


ur 


Georgia 
Fulton/DeKalb counties 
Rest of state 


» oO 


Hawaii 


idaho 


INO OD 


Illinois 

City of Chicag 
Rest of state 
Indiana 

Marion County 
Rest of state 
lowa 
Kansas 
Kentucky 
Louisiana 
Orleans Parish 
Rest of state 
Maine 
Maryland 

City of Baltimore 
Rest of state 
Massachusetts 
City of Boston 
Rest of state 
Michigan 

City of Detroit 

Rest of state 
Minnesota 
Mississippi 
Missouri 


Montana 
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TABLE 2. (Continued) Estimated vaccination coverage with 4:3:1,* 4:3:1:3,t 4:3:1:3:3,8 and 4:3:1:3:3:11 series among children aged 
19-35 months, by state and selected urban areas — National Immunization Survey, United States, 2004 

4:3:1 4:3:1:3 4:3:1:3:3 4:3:1:3:3:1 
State/Area { (95% Ci**) % (95% Cl) % (95% Cl) % (95% Cl) 




















Nebraska (+5.3) 83.0 (+5.3) 82.3 (+5.4) 72.6 (+6.0) 
Nevada x (+6.1) 70.6 (+6.2) 68.4 (+6.2) 65.1 (+6.3) 
New Hampshire (+4.7) 89.0 (+4.8) 86.3 (+5.1) 78.4 (+6.0) 
New Jersey (+5.3) 83.3 (+5.3) 82.7 (+5.4) 74.4 (+6.3) 
City of Newark (+6.1) 74.5 (+6.4) 72.2 (+6.6) 64.1 (+7.1) 
Rest of state (+5.5) 83.7 (+5.5) 83.2 (+5.6) 74.9 (+6.5) 
New Mexico (+5.2) 84.8 (+5.2) 83.5 (+5.3) 79.0 (+5.8) 
New York (+4.3) 82.8 (+4.6) 82.2 (+4.6) 78.0 (+4.9) 
City of New York (+6.0) 79.6 (+6.1) 79.4 (+6.1) 77.2 (+6.3) 
Rest of state (+6.3) 85.6 (+6.9) 84.7 (+6.9) 78.7 (+7.4) 
North Carolina (+6.0) 82.3 (+6.0) 81.6 (+6.0) 77.8 (+6.4) 
North Dakota (+4.7) 84.0 (+4.7) 82.0 (+5.0) 71.0 (+5.8) 
Ohio (+5.1) 82.2 (+5.1) 79.5 (+5.4) 70.6 (+5.7) 
Cuyahoga County (+5.0) 86.0 (+5.0) 83.2 (+5.6) 78.4 (+6.3) 
Franklin County (+4.8) 86.7 (+4.9) 86.4 (+4.9) 79.0 (+5.8) 
Rest of state (+6.5) 80.9 (+6.6) 78.0 (+6.9) 68.1 (+7.3) 
Oklahoma (+6.4) 72.6 (+6.6) 72.1 (+6.6) 71.4 (+6.6) 
Oregon (+5.1) 81.1 (+5.1) 78.9 (+5.3) 73.8 (+6.0) 
Pennsylvania (+3.8) 87.1 (+3.8) 85.7 (+4.0) 81.8 (+4.5) 
Philadelphia County (+5.8) 80.0 (+5.8) 78.0 (+5.9) 75.0 (+6.1) 
Rest of state (+4.3) 88.4 (+4.3) 87.1 (+4.5) 83.0 (+5.2) 
Rhode Island (+3.7) 88.2 (+4.2) 86.7 (+4.4) 81.5 (+5.1) 
South Carolina (+6.4) 82.2 (+6.4) 79.8 (+7.0) 77.2 (+7.3) 
South Dakota (+4.8) 88.0 (+5.0) 86.1 (+5.2) 73.3 (+6.5) 
Tennessee (+3.7) 83.2 (+3.7) 82.4 (+3.9) 79.1 (+4.2) 
Davidson County (+4.1) 90.0 (+4.1) 89.7 (+4.1) 88.3 (+4.4) 
Shelby County ] (+6.2) 73.8 (+6.7) 73.0 (+6.7) 71.4 (+6.8) 
Rest of state (+4.9) 84.5 (+5.0) 83.7 (+5.1) 79.6 (+5.7) 
Texas (+4.0) 74.4 (+4.0) 72.5 (+4.2) 69.3 (+4.3) 
Bexar County 5 (+6.8) 75.0 (+6.8) 74.3 (+6.8) 73.3 (+6.8) 
City of Houston g (+6.6) 68.4 (+6.6) 65.5 (+6.7) 61.7 (+6.9) 
Dallas County (+6.3) 71.9 (+6.3) 68.7 (+6.5) 67.1 (+6.5) 
El! Paso County (+6.2) 70.6 (+6.3) 64.8 (+6.5) 63.5 (+6.5) 
Rest of state (+5.8) 76.0 (+5.8) 74.7 (+6.0) 71.0 (+6.2) 
Utah 15.4 (+5.7) 75.2 (+5.7) 71.3 (+5.9) 67.8 (+6.1) 
Vermont 9.6 (+4.1) 88.8 (+4.2) 85.0 (+4.7) 66.6 (+6.6) 
Virginia (+5.3) 83.4 (+5.6) 81.0 (+5.9) 73.9 (+6.8) 
Washington (+4.3) 81.2 (+4.3) 77.7 (+4.6) 66.5 (+5.0) 
King County (+5.0) 84.5 (+5.2) 81.0 73.7 (+6.1) 
Rest of state (+5.6) 80.0 (+5.6) 76.4 +5.¢ 63.7 (+6.5) 
West Virginia 87 (+5.4) 87.7 (+5.4) 86.6 76.0 (+6.6) 
Wisconsin 86.3 (+4.2) 85.1 (+4.3) 82.9 78.0 (+4.9) 
Milwaukee County 80.4 (+5.9) 80.2 (+6.0) 78.7 73.1 (+6.5) 
Rest of state 87.9 (+5.1) 86.5 (+5.2) 84.1 + 79.4 (+6.0) 
Wyoming 84.9 (+4.5) 84.1 (+4.6) 83.3 +4.7) 64.1 (+6.6) 
* >4 doses of diphtheria, tetanus toxoids and pertussis vaccines, diphtheria and tetanus toxoids, and diphtheria, tetanus toxoids and any acellular pertussis 
vaccine (DTP/DT/DTaP); >3 doses of poliovirus vaccine; and >1 dose of any measles-containing vaccine 
t 4:3:1 plus >3 doses of Haemophilus influenzae type b (Hib) vaccine 
3 4:3:1:3 plus >3 doses of hepatitis B vaccine 


1 4:3:1:3:3 plus >1 dose of varicella vaccine 
** Confidence interval 
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Immunization Information System 
Progress — United States, 2003 


One of the national health objectives for 2010 is to increase 
to at least 95% the proportion of children aged <6 years who 
participate” in fully operational, population-based immuni- 
zation registries (objective 14-26) (/). Immunization regis- 
tries are confidential, computerized information systems that 
collect and consolidate vaccination data from multiple health 
care providers, generate reminder and recall notifications, and 


assess vaccination coverage (2 


3). A registry with added capa- 
bilities, such as vaccine management, adverse event reporting, 
lifespan vaccination histories, and interoperability with elec- 
tronic medical records (EMRs)', is called an immunization 
information system (IIS). This report summarizes data from 
CDC’s 2003 Immunization Registry Annual Report (IRAR), 
a survey of IIS grantees in 50 states, five cities, and the Dis- 
trict of Columbia (DC) that receive funding under section 
317b of the Public Health Service Act. The findings of the 
2003 IRAR indicate that approximately 44% of U.S. chil- 
dren aged <6 years participated in an IIS. In addition, 76% of 
public vaccination provider sites and 36% of private vaccina- 
tion provider sites submitted immunization data to an IIS 
during the last 6 months of 2003. Increasing health-care pro- 
vider participation by linking EMRs to IISs is vital to meet 
ing the national health objective. 

The 2003 IRAR, a self-administered, Internet-based ques 
tionnaire, was made available to immunization program man 
agers as part of an annual reporting requirement. As in previous 
years, respondents were asked about the number of children 
aged <6 years participating in an IIS, health-care provider pat 
ticipation in the IIS, and other programmatic and techni 
cal functions data linkages with other public health 
programs, data use, vaccine management, software/hardware 
capability, and reporting functions) (4). All 56 grantees were 
asked to complete the questionnaire; 52 reported on the num 
ber of children aged <6 years participating in an IIS. Esti 
mates of the total number of children aged <6 years were based 
on 2003 U.S. Census data. 

lhe findings indicated that, in 2003, approximately 44% 
of U.S. children aged <6 years participated in an IIS. Nine 
(16%) IIS grantees (Arkansas, Arizona, Delaware, DC, Michi 
gan, New York City, North Dakota, Oregon, and San Anto 
nio, Texas) had achieved the national health objective of >95% 


of children aged <6 years participating in an IIS (Figure). An 





) 
| irticipat ol 


IMMUNIZAlOT 
Paperless 


hospitals to manage patient medical historic 


additional eight (14%) grantees were approaching the national 
health objective, with participation of 81%-94%. 

Nationally, 76% of public vaccination provider sites and 
36% of private vaccination provider sites submitted immuni- 
zation data to an IIS during the last 6 months of 2003.° 
Twenty-five (45%) grantees reported that >95% of public 
provider sites submitted immunization data to an IIS; four 
(7%) reported submission of immunization data by 81%- 
94% of public provider sites. Five (9%) grantees (Arkansas, 
Connecticut, DC, Mississippi, and South Dakota) reported 
that >95% of private provider sites submitted immunization 
data to an IIS; six (11%) (Arizona, Hawaii, North Dakota, 
Oregon, Philadelphia, and Wisconsin) reported data submis- 
sion by 81%-—94% of private provider sites. 

A substantial number of grantees reported linkages between 
an IIS and other information systems or entities. Twenty-two 
(39%) reported sharing data electronically with a Medicaid 
Management Information System. Thirty-six (64%) reported 
data linkages with the Special Supplemental Nutrition Pro- 
gram for Women, Infants, and Children (WIC). Twenty-six 
(46%) reported IIS data access by health plans; 14 (25%) 
reported access by colleges and universities; 14 (25%) reported 
access by correctional facilities; 29 (52%) reported access by 
hospitals; and six (11%) reported access by long-term—care 
facilities. Nineteen (34%) reported that schools accessed an 
IIS to look up a student's vaccination status, and nine (16%) 
reported that schools had the ability to read, submit, and 
exchange data with an IIS. 


Reported by: B Rasulnia, | Kell) 


Immunization Svcs Div, National 


Immunization Program CDC 


Editorial Note: [n 2003, approximately 44% of U.S. chil- 
dren aged <6 years participated in an IIS; the national health 
objective for 2010 is to increase this proportion to at least 
95%. The findings presented in this report indicate that grant- 
ees must overcome substantial challenges to increase child and 
provider participation rates in IISs. CDC is developing a plan 
of action to identify and address the barriers to increasing 
child and provider participation. 

Increasing data linkages between IISs and other health- 
information systems will enable consolidation of large immu- 
nization data sets, likely resulting in more complete 
immunization histories, increased coverage levels, improved 
support of outbreak containment, and decreased costs associ- 
ated with over-immunization. Linkages have been developed 
between certain IISs and their respective state Medicaid Man- 


agement Information Systems, blood-lead programs, and WIC 
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FIGURE. Percentage of children aged <6 years participating* in a granteet immunization information system — United States and 


six areas,§ 2003 





[] No report S <33% 





[] 34%-66% 


BB 67°.-94% 


BB 95°.-100% 








* Participation is defined as having two or more vaccinations recorded in an immunization information system 
. Grantees include 50 states, five cities, and the District of Columbia, under section 317b of the Public Health Service Act 
“Chicago, Illinois (34%—66%); District of Columbia (95%-—100%); Houston, Texas (34%—66%); New York, New York (95%-—100%); Philadelphia 


Pennsylvania (67%—94%); and San Antonio, Texas (95%—100%) 


programs. Such data linkages can improve program effective- 
ness and efficiency. For example, certain Medicaid programs 
use IIS data in Medicaid reports; some WIC programs use the 
IIS for patient look-up and subsequent referrals to immuni- 
zation providers for children who are behind schedule; and 
many kindergartens and elementary schools access IIS data to 
obtain student immunization status. Protection of IIS data is 
managed through state privacy, confidentiality, and security 
laws and through compliance with federal privacy rules and 
regulations. 

Current challenges to IIS linkages include a lack of data 
standards, which are essential for system interoperability (i.e., 
the ability to share data between software and hardware on 
disparate systems developed by different vendors). In 2001, 


to facilitate interoperability among health information sys- 


tems, the CDC National Immunization Program (NIP) dis- 
seminated the /mplementation Guide for Immunization Data 
Transactions using Version 2.3.1 of the Health Level Seven (HL7) 
Standard Protocol (5). The protocol is used by multiple [Ss at 
local, state, and federal levels. In 2003, a total of 20 (36%) 
IISs reported the ability to process an HL7 immunization 
message and upload a patient record into an IIS consistent 
with the HL7 implementation guide. CDC, the Centers for 
Medicare and Medicaid Services, the Veterans Administration, 
and Indian Health Service have all adopted the IIS protocol 
standard, which allows for secure and confidential data sharing. 

In 2003, the Consolidated Health Informatics (CHI) ini- 
tiative adopted the IIS protocol standard for immunization 
data transactions. CHI is a federal initiative that adopts fed- 
eral health-information—interoperability standards, thus 
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enabling all federal health agencies to “speak the same lan- 
guage” (6). As national standards-development groups develop 
interoperability standards, the IIS community should be dili- 
gent in ensuring that the IIS protocol standard is part of these 
future standards. 

Che findings in this report are subject to at least two limita- 
tions. First, data from the 2003 IRAR are self-reported and 
might result in reporting bias. Second, because some grantees 
did not report data, the total participation of children aged 

6 years might be an underestimate 

Linking EMRs to IISs is vital to increasing health-care 
provider participation and meeting the national health objec- 
tive for child enrollment in IISs. Monitoring the direction of 
EMR standardization at the national level needs to continue 
to ensure that IISs link with EMRs as a source of immuniza 
ton data. 
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Clostridium sordellii Toxic Shock 
Syndrome After Medical Abortion 
with Mifepristone and Intravaginal 
Misoprostol — United States 
and Canada, 2001-2005 
On July 22, this notice was posted as an MMWR Dispatch on 

the MMWR website (http://www.cdc.gov/mmwr). 
On July 19, 2005, the Food and Drug Administration 


(FDA) issued a public health advisory regarding the deaths of 


four women in the United States after medical abortions with 


Mifeprex™ (mifepristone, formerly RU-486; Danco Labora- 
tories, New York, New York) and intravaginal misoprostol (/). 
Iwo of these deaths occurred in 2003, one in 2004, and one 
in 2005. Two of these U.S. cases had clinical illness consistent 
with toxic shock and had evidence of endometrial infection 
with Clostridium sordellii, a gram-positive, toxin-forming 
anaerobic bacteria. In addition, a fatal case of C. sordellii toxic 
shock syndrome after medical abortion with mifepristone and 
misoprostol was reported in 2001, in Canada (2). All three 
cases of C. sordellii infection were notable for lack of fever, 
and all had refractory hypotension, multiple effusions, hemo- 
concentration, and a profound leukocytosis. C. sordellii pre- 
viously has been described as a cause of pregnancy-associated 
toxic shock syndrome (3). 

Investigation by FDA, CDC, and state and local health 
departments into the two most recently identified U.S. deaths 
after medical abortion is ongoing. Empiric therapy for 
patients suspected of having postpartum or postabortion toxic 
shock syndrome should include antimicrobials with anaero- 
bic activity against Clostridium species. Health-care providers 
are encouraged to report any cases of postpartum or 
postabortion toxic shock syndrome to their state or local health 
department and to CDC at telephone 800-893-0485. Cases 
potentially associated with use of mifepristone or misoprostol 
should also be reported through the FDA MedWatch system 
available at http://www.fda.gov/medwatch/index.html or tele- 
phone 800-FDA-1088. 
References 
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Notice to Readers 


Blast Lung Injury: What Clinicians 
Need to Know 


Worldwide terrorist activity increases the risk for injuries 
related to explosions; however, few health-care providers in 
the United States have experience treating these injuries. To 
address this concern, CDC has added the fact sheet, “Blast 
Lung Injury: What Clinicians Need to Know” to the Mass 
[rauma Preparedness and Response page on the CDC website 
(hetp://www.bt.cdc.gov/masstrauma/index.asp). Basic clinical 


information regarding the presentation, evaluation, manage 
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ment, and outcomes of blast lung injury (BLI) is provided; a 
chest radiograph of BLI also is included. 


BLI is a direct consequence of a blast wave from a high- 


explosive detonation striking the body and is a major cause of 


morbidity and mortality both at the scene and among initial 


survivors. The impact on lungs results in tearing, hemorrhage, 


ized by respiratory difficulty and hypoxia, which can occur 
without obvious external injury to the chest. 

BLI presents unique triage, diagnostic, and management 
challenges. A list of references and readings on BLI is pro- 
vided with the fact sheet. Information regarding other inju- 


ries resulting from explosions is provided on the Mass Trauma 


contusion, and edema. BLI is a clinical diagnosis character- Preparedness and Response page. 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults Aged >18 Years Who Assessed Their Health as 
Excellent or Very Good, by Race — United States, 1999-2003* 


70 + 
60 
50 + 
40 


30 


) 
re) 
x 
= 
® 
= 
® 

a 


AI/AN Black White 


Race’ 


* Estimates are age-adjusted to the 2000 projected U.S. standard population using four age groups: 18-24 years, 25-44 
years, 45-64 years, and >65 years 

' 95% confidence interval 
American Indian/Alaska Native 

‘ Refers to persons who indicated a single racial group 


Health status data were obtained by asking respondents to assess their own health as excellent, 
very good, good, fair, or poor. Al/AN adults and black adults were substantially less likely than white 
adults and Asian adults to assess their health as excellent or very good. 


SOURCES: Barnes PM, Adams PF, Powell-Griner E. Health characteristics of the American Indian and Alaska 
Native adult population: United States 1999-2003. Advance data from vital and health statistics; no. 356. 
Hyattsville, MD: US Department of Health and Human Services, CDC, National Center for Health Statistics; 
2005. Available at http://www.cdc.gov/nchs/data/ad/ad356.pdf. 


1999-2003 National Health Interview Survey. Availabie at http://www.cdc.gov/nchs/nhis.htm. 
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Notice to Readers 


Satellite Broadcast: Revised 
Recommendations for HIV Screening 
of Adults, Adolescents, and Pregnant 

Women in Health-Care Settings 


CDC and the Public Health Training Network will present a 
satellite broadcast and webcast, “Revised Recommendations fot 
HIV Screening of Adults, Adolescents, and Pregnant Women 

1 Health-Care Settings,” on November 17, 2005, beginning 


p.m. EST. The 2-hour forum will cover the rationale for 


panded HI\ 


procedures for normalizing screening in various health-care 


reening in health-care settings, alternative 


ttings, and practices that facilitate routine HIV screening. A 
| 


1 1 
el will answer wer questions, which can be sent via fax 


ring the broadcast or by e-mail after the broadcast 


Additional information will be available after August 15 at 


http://www.cdcnpin.org and through the CDC Fax Informa- 


tion System, telephone 888-232-3299, by entering document 
number 130042 and a return fax number. Directions for 
establishing and registering a viewing location are available at 
http://www.cdcnpin.org. Organizations are responsible fos 
setting up their own viewing locations and are encouraged to 
register their locations as soon as possible SO that persons who 
wish to view the broadcast can access information online. The 
broadcast also can be viewed live or later on computers with 
Internet and RealPlayer™ capability at http://www.phppo. 
cdc.gov/phtn. Videotapes and video CD-ROMs of the broad- 


cast can be ordered by telephone, 800-458-5231. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals July 23, 2005, with historical 


data 
DISEASE 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measles 
Meningococcal disease 
Mumps 


Pertussis 


* Ratio of current 4-week total to mean of 15 4-week totals (from prev 


begins is based on the mean and two standard deviations of these < 


DECREASE 


CASES CURRENT 


INCREASE 


Ratio (Log scale)* 


cal limits 


4 WEEKS 


157 


206 


ious, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
week total 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending July 23, 2005 (29th Week)* 





Cum. 
Disease 2005 


Cum. 
2004 


Disease 


Cum. 
2005 


Cum. 
2004 





Anthrax — 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases 
(neuroinvasive & non-neuroinvasive) 
California serogroup’ 
eastern equine 
Powassan' 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic (HGE)' 
human monocytic (HME) 
human, other and unspecified ' 
Hansen disease’ 





Hantavirus pulmonary syndrome’ 


=Ow =|wN 
aAO=|A)N | 








Hemolytic uremic syndrome, postdiarrheal' 73 


HIV infection, pediatric™ 


Influenza-associated pediatric mortality'** 


Measles 

Mumps 

Plague 

Poliomyelitis, paralytic 
Psittacosis' 

Q fever’ 

Rabies, human 
Rubella 

Rubella, congenital syndrome 
SARS' ** 

Smallpox' 
Staphylococcus aureus 


Vancomycin-intermediate (VISA)' 


Vancomycin-resistant (VRSA)' 
Streptococcal toxic-shock syndrome’ 
Tetanus 
Toxic-shock syndrome 
Trichinellosis™ 
Tularemia' 

Yellow fever 


181 
42 








74 
220 





—: No reported cases 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


, Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 


** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 
.. Of 55 cases reported, 46 were indigenous and nine were imported from another country. 
ve Of 22 cases reported, seven were indigenous and 15 were imported from another country 

Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)* 





AIDS 





Cum 
Reporting area 


Chiamydia' 
2005 








Coccidioidomycosis Cryptosporidiosis 
Cum Cum. Cum. Cum Cum. Cum. 
2005 2004 2004 2005 2004 











2005 





25 


490 











Vol. 54 / No. 29 


MMWR 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 


(29th Week)* 





Reporting area 


Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum. 
2005 


L 


Cum 
2004 





Cum Cum. 
2005 2004 





Cum. | Cum. 
2005 | 2004 





Cum 


Cum. 
2004 





Cum. Cum 





ATES 
AIES 


NEW ENGLANLI 


2005 


2005 2004 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)" 





Haemophilus influenzae, invasive 





All ages Age <5 years 


All serotypes Serotype b Non-serotype b Unknown serotype 


Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2004 2005 


NITED STATES 1,25 
NEW ENGLAND 
Maine 


h 
WH 








Cum. 
2004 2005 2004 


8 65 66 123 112 
1 5 7 




















3 


4 


3. CENTRAL 


MOUNTAIN 
Mont 


N. Mex 
Ariz 
Utar 

h 

VeV 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa L \ U 
C.N.M.1 U 


U 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern M 
* Incidence data for reporting years 2004 and 2005 


are provisions nd cumulative (year-to-date) 


aniana 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)* 





Hepatitis (viral, acute), by type 





B 





Cum. Cum. Cum. Cum. 














Reporting area 2004 2005 2004 2005 
UNITED STATES 3,205 421 3,191 436 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)* 





Legionellosis Listeriosis Lyme disease Malaria 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2004 2005 

NITED STATES 6 893 300 343 1 8,629 554 
NEW ENGLAND 2 9 14 


Maine 


N.H 




















1 


Ww 
d 


On > 


im O@ 


14 
3 
2 


> 00 
»oo- 
oD 


CO & ¢ 


MID. ATLANTIC 
pstate N.Y 


t 


CENTRAL 


454 

505 

33 
3 


4 
4 
5 
6 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

Idah« 

Wyo 

Col 

N. Mex 

Ariz 

Utah 


Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa U U 


C.N.M.I U U U 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 


Is 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)* 





Meningococcal disease 





Serogroup 

All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. } Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 | 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 722 780 ; 1 63( 68E 
NEW ENGLAND 2 46 
Maine 


N.H 


























54 62 38 


g 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 


(29th Week)* 





Reporting area 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 


Salmonellosis 


Shigellosis 








2005 


Cum. Cum. 
2004 





Cum. Cum. 
2005 2004 


Cum Cum. 
2005 2004 








Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





UNITED STATES 


NEW ENGLAND 


Main 


CENTRAL 


CENTRAL 


MOUNTAIN 
Mont 


jan 


Wy 


Ariz 
Utar 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 


9,345 


905 3,426 


3U 


3 


603 572 
2 10 
N 


19,533 
983 
51 

66 

29 


5,955 6,858 


5 140 





N: Not notifiable 


* Incidence data for rer 


Unavailable 
years 2004 and 2005 


Nx 


reported cases 


provisiona 


>.N.M.1.: Commonwealth o 


> (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 


(29th Week)* 





invasive, group A 


Streptococcal disease, 


Streptococcus pneumoniae, invasive disease 





Drug resistant, 


all ages Age <5 years 


Syphilis 





Primary & secondary 


Congenital 





Cum. 


Reporting area 2005 


2004 





Cum. 


Cum. | Cum. Cum. Cum. 
2005 2004 2005 2004 











Cum. Cum. 


2005 2004 





Cum. 
2005 


Cum. 
2004 





UNITED STATES 


NEW ENGLAND 
Maine 


mM 
D 
oO 
= 


2,972 
203 


/ 


Ww 


MM O@OMDMlM 


15 


Conn 

MID. ATLANTIC 
Upstate N.Y. 
N.Y City 

N.J 

Pa 

E.N. CENTRAL 


Ohio 


W.N. CENTRAL 
Minn 


+ 
> Ww 


> © 


S. ATLANTIC 
Del 
Md 


re) 


3 
3 
48 


tn 


4 


bphO-+s 
oN OC 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

Idaho 

Wyo 

Col 

N. Mex 

Ariz 


PACIFIC 
Wash 


Oreg 


1,433 1,434 479 487 
22 86 12 


U U 
U 


4,206 4,213 
112 62 
{ 2 

7 3 

19 

15 

23 


44 


98 


NoOONs 
ONIN 


135 


230 
1 





Not notifiable U 


* Incidence data 


Unavailable N 
for reporting years 2004 and 2005 


No reported C.N.M.1 
are provisional and cumulative (year-to-date) 


Commonwealth of Northern Mariana Islands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending July 23, 2005, and July 24, 2004 
(29th Week)* 





Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive‘ 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 

UNITED STATES 5,405 7.225 110 153 13,517 13,143 18 321 36 

NEW ENGLAND 6 23 6 15 433 1,883 — 

Maine 1 1 206 180 

N.H j 193 — 

Vt ‘ 34 410 


M ais 
R.I 


























70 


nn 26 52 ‘ U 1,223 


MID. ATLANTIC 0! 092 ‘ 37 2,958 65 
Upstate N.Y 138 5 — — 


nN | 


2,958 

N. CENTRAL 12 63 é : 3,959 

916 

120 

31 

2,609 

283 

W.N. CENTRAL 22 243 : 232 
Minn 2 3 

wa e 1 N 


M 


—~WhN-™N 


ND 
¥. Van 


5. Dak 


Net 


ver 


Kar 

S. ATLANTIC 
De 

Md 


Nn 


CENTRAL 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

idaho 

wyc 

Cok 

N. Mex 
Ariz 
Utah 


N 
Vev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 87 
PR 4¢ 109 264 
V1 

Amer. Samoa U U U U 
C.N.M.1 J U - U 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
; Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
§ Not previously notifiable 
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TABLE Ill. Deaths in 122 U.S. cities, week ending July 23, 2005 (29th Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Reporting Area Ages >65 45-64 | 25-44] 1-24 





<1 





Pal’ 
Total 


Reporting Area 





>65 45-64 | 25-44 | 1-24 


<1 








NEW ENGLAND 345 238 67 24 
Boston, Mass J ( U 


Bridgeport, Conn 30 


4 
1 
192 fs ,) 


Cambridge, Mass 
Fall River, Mass 3 3 2 
Hartford, Conn : 
Lowell, Mass 

Lynn, Mass 

New Bedford, Mass 

New Haven, Conn 

Providence, R.! 

Somerville, Mass 

Springfield, Mass 

Waterbury, Conn 


Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa 
ff 


3 


9 





S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa 
Washington, D.C 
gton, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxvi ie Tenn 

Le x ngt n Ky 
Memph s, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 

Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Hou 

Litt ) Ark 
New Or 


eans, La 
1A . 


itor Tex 
La 
Okla 

MOUNTAIN 


buqueraque 


718 283 98 36 
37 14 4 
40 14 5 
26 


42 


35 





A death is reported t 


unts will be available 


y the piace of its 


n 4 to 6 weeks 
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